PIEDMONT CENTER FOR MENTAL HEALTH SERVICES
RPS  REFERRAL FORM
	Date:
	     
	               Referral to:  Sunshine House   FORMCHECKBOX 
     Rainbow House   FORMCHECKBOX 
     Gateway   FORMCHECKBOX 


	Consumer’s Name:
	     
	Prefers to be called:
	     

	Admission Date:
	     
	CID #
	     
	SSN:
	     

	Address:
	     
	Phone:
	     

	eMail Address:
	     
	DOB:
	     
	Medicaid?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No #:
	     

	Emergency Contact:
	     
	Relationship:
	     

	Emergency Contact Phone:
	     
	Other phone?
	     

	Case Manager:
	     
	Doctor:
	     

	Reason for Referral (expressed in the words of the consumer):
	     

	     

	     

	Diagnosis:
	Axis I
	     
	Allergies
	     

	
	Axis II
	     
	
	     

	
	Axis III
	     
	
	     

	
	GAF
	     
	
	     

	Suggested Treatment Goals:
	     

	     

	     


Does consumer have a history of
	Yes
	No
	Condition
	Yes
	No
	Condition

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Violence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes: Type:    FORMCHECKBOX 
 I      FORMCHECKBOX 
  II

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Suicide
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulties breathing

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Substance Abuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulties hearing

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Seizures

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hepatitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other:
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other:
	     


	If Yes to any of these, please explain:
	     

	     

	     

	     

	Is the consumer interested in employment:
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No          Preferences?
	     

	     

	Other (address any other special needs that may need to be considered in program):
	     

	     

	     

	     


